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Abstract
Background: Stigma towards behavioral health patients by healthcare workers can create
barriers to quality care for patients. Addressing these negative attitudes towards behavioral
health patients can improve health outcomes and reduce healthcare costs. Current evidence-based
practice for tackling stigmatizing attitudes include interventions to improve mental health
education among healthcare providers to promote improved patient outcomes.
Purpose: The goal of this project was to enhance medical floor nurses' attitudes toward
behavioral health patients by delivering a web-based educational intervention on recognition and
management of behavioral health disorders. The aims of the project were to: 1.) Assess nurses'
stigma toward behavioral health patients, 2.) Evaluate nurses' recognition of behavioral health
disorders, and 3.) Examine nurses' attitudes, subjective norms, and perceived behavioral control
and intentions to refer patients to behavioral health specialists.
Methods: This project was a quasi-experimental pilot study with a one group pretest-posttest
design to examine the effect of a web-based educational intervention. The setting for the project
was UK HealthCare Good Samaritan Hospital in Lexington, Kentucky. Data collection for this
project occurred through an email survey link that launched a web-based educational
intervention to nurses at this hospital. Changes in knowledge, attitudes, subjective norms,
perceived behavioral control, and intentions to refer to behavioral health specialists after the
education intervention were then examined using paired sample t-tests.
Results: Thirty participants completed the initial survey. Post intervention analysis was based on
ten participants who completed both the pretest and posttest surveys in their entirety. Though

most of the categories showed improvement, the only statistically significant change posteducation was an improvement in attitudes.
Conclusion: The findings from this project indicated a low level of stigma among nurses
towards behavioral health patients on medical floors. Knowledge was high before and after the
intervention, but attitudes improved. These results suggest that the intervention is beneficial for
staff and their patients. These findings indicate utility in additional behavioral health services to
staff and patients on medical floors to better navigate hospitalization.
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Background and Significance
Problem Statement
Negative attitudes toward mental illness and the related stigma within healthcare creates
barriers to quality care for patients with behavioral health challenges. Negative and stigmatizing
attitudes are prevalent in healthcare settings, which often results in delayed help-seeking,
interruption of treatment, lack of follow-up, safety concerns, and overall poorer mental and
physical care provided (Knaak et al., 2017). Stigma in healthcare settings undermines adequate
diagnosis, treatment, and outcomes of both mental health and physical health conditions (Knaak
et al., 2017). By addressing negative attitudes among healthcare providers, these barriers can be
removed for improved health outcomes for behavioral health patients.
Context, Scope, and Consequences of Problem
The American Psychiatric Association (APA, 2020) describes mental illness stigma as a
negative view, stereotype, prejudice, or discrimination toward individuals with mental illness
which often comes from a lack of understanding of mental illness and its prevalence. One in five
Americans experience mental illness each year and more than 50% will be diagnosed with a
psychiatric disorder at some point in their lifetime (Centers for Disease Control and Prevention,
2018). Despite the prevalence, it is estimated that more than half of individuals with psychiatric
conditions do not seek treatment (APA, 2020). One of the main reasons for poor treatment
engagement is the negative attitudes individuals encounter when seeking out healthcare services.
Unfortunately, there is considerable stigma among healthcare clinicians, specifically nurses,
toward caring for patients with behavioral health concerns resulting in increased morbidity and
mortality for these patients (Ross & Goldner, 2009).
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Mental illness increases the risk for many physical health conditions including stroke,
diabetes, and heart disease (CDC, 2018). According to Jansen et al. (2018), up to 40% of patients
in general hospitals have psychiatric diagnoses, which is associated with increased hospital
length of stay and healthcare costs. The increasing prevalence of psychiatric disorders comorbid
with medical problems means that providers and staff often care for patients with mental illness
outside of behavioral health units on medical floors and this requires increased integration of
mental and physical health care within the hospital (Laderman, 2016). The incidence of medicalpsychiatric co-morbidity is directly related to increased length of hospital stay, higher medical
costs, and more readmissions (Jansen et al, 2018). Thus, addressing negative attitudes toward
patients with mental health concerns among healthcare staff can reduce stigma to improve
patient care and reduce costs.
Current Evidence-based Interventions
Current evidence-based practice for addressing negative attitudes and stigma among
healthcare providers includes interventions that seek to improve mental health education and
literacy through in-person or web-based trainings and workshops. Some of these approaches use
direct contact with individuals with mental illnesses, while other methods incorporate simulation,
video, or role playing (Mehta et al., 2015). Skills-based training that focuses on improving
confidence, comfort, and understanding of mental illnesses as common, treatable, and
manageable, as well as targeting unconscious bias and correcting false beliefs can effectively
reduce stigma in healthcare settings (Knaack et al., 2017). For this DNP project, the PI
developed a web-based educational intervention targeted to nurses to address stigma toward
individuals with mental illnesses. The rationale for developing the web-based intervention is that
it was feasible within the scope of time for the DNP project and according to multiple studies, in-
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person trainings are not more effective than web-based (Mehta et al., 2015; Stubbs et al., 2014).
Providing mental health literacy education through web-based formats can also reach a wider
audience and may reduce negative attitudes to improve stigma and patient outcomes.
Purpose and Objectives
In 2017, UK HealthCare introduced Behavioral Health Specialists at Good Samaritan
Hospital to address the gap in behavioral health care on medical floors and support the care of
patients with behavioral, psychiatric, or substance use disorders. In support of the Behavioral
Health Specialist role, the purpose of this DNP project was to implement a web-based
educational intervention, which was developed based on a review of existing literature, to
enhance positive attitudes, knowledge, and behavior among nurses toward behavioral health
patients on medical floors. Through implementation of the intervention, the specific aims of the
study were to: 1.) Assess nurses’ stigma towards behavioral health patients, 2.) Evaluate nurses’
recognition of behavioral health disorders, and 3.) Examine nurses’ attitudes, subjective norms,
and perceived behavioral control and intentions to refer patients to behavioral health specialists.
Theoretical Framework
The Theory of Planned Behavior (TPB) served as the theoretical framework for the
project and guided development of the web-based educational intervention (Figure 1). The TBP
was developed by Icek Ajzen (1991) and suggests that an individual’s behavior is shaped by
their intention, or motivation, to perform a given behavior. Intention is determined by three main
constructs, attitudinal beliefs, normative beliefs, and control beliefs. Attitudes are the degree to
which an individual finds a behavior favorable or unfavorable. Subjective norms which describe
normative beliefs are the perceived social pressure to perform a behavior. Control beliefs are
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defined by perceived behavioral control which can be described as the ease or difficulty with
which an individual perceives a behavior can be accomplished (Ajzen, 1991). The theory
purports that behavior can be predicted and ultimately changed by targeting these areas. For this
project, the educational intervention addressed attitudes, subjective norms, and perceived
behavioral control of nurses toward patients with behavioral health concerns. Thus, it was
expected that the intervention would reduce negative attitudes toward individuals with
behavioral health conditions and improve their self-reported intentions to care for and refer
patients with behavioral health issues.
Review of Literature
Addressing the negative attitudes toward behavioral health patients among healthcare
providers is necessary as the evidence shows persistent stigma toward these patients leads to
barriers to access and quality of care (Knaak et al., 2017). Using the PICO format, the question
guiding this review was: Among healthcare workers, what educational interventions have been
used to reduce negative attitudes toward behavioral health patients? A search was conducted
using the online databases the Cumulative Index to Nursing and Allied Health Literature and
PubMed. The search was limited to the last ten years. The following terms were used for the
search: stigma, “behavioral health”, “mental illness”, psych*, “healthcare worker”, nurs*,
education, attitudes, and intervention. The inclusion criteria were studies published between
2011 and 2021 that evaluated stigma toward people with mental illness. Articles excluded were
those outside the time frame, those that were not published in English, editorial or opinion
pieces, and those that were not deemed relevant to this project.
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Synthesis of Evidence
Five articles were found that met the above criteria. The chosen studies were
implemented among healthcare workers, healthcare students, the armed forces, or the general
public. Settings included a hospital, educational institution, or workplace. Studies were from
around the world, including Canada, Malaysia, France, Australia, South Africa, Turkey, China,
Japan, Portugal, the UK, and the USA. Study designs included systematic or integrative review
of quantitative studies (Carrara et al., 2020; Mehta et al., 2015; Stubbs, 2014), quasiexperimental study (Fernandes Querido et al., 2020), and parallel group randomized trial (Moll et
al., 2018). Types of interventions included contact-based educational interventions (via direct
social contact with stigmatized individuals or indirect social contact via videos), lectures,
discussions, workshops, role-playing, simulations, mental health first aid training, and web-based
educational interventions. The most used tools for measuring stigma included the Mental Illness
Clinicians Attitude Scale (MICA), the Opening Minds Scale for Healthcare Providers (OMSHC), and the Intergroup Anxiety Scale (IAS).
Some studies showed that either direct or indirect contact-based interventions were most
effective (Carrara et al., 2020) though in the long-term social contact was not more effective than
web-based education (Mehta et al., 2015; Stubbs et al., 2014). All studies found significantly
reduced stigma and improved knowledge and attitudes toward individuals with mental illness
after educational interventions. Stubbs et al. (2014) questioned the longevity of these changes,
while other studies indicated more long-lasting change. Moll et al. (2018) found increased
mental health literacy and improved attitudes toward seeking out mental health treatment.
Fernandes Querido et al. (2020) found decreased anxiety toward individuals with mental
illnesses. All the articles used were either Level I (Moll et al., 2018) or Level II (all other
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studies) quality evidence according to the John Hopkins Nursing Evidence-Based Practice
Evidence Level and Quality Guide (2017).
Identification of Gap in Practice
Based on the evidence, there is a gap in care for behavioral health patients on medical
floors due to lack of education and/or clinician attitudes. This gap results in reduced standards of
care for these patients which can result in a lack of follow-up, readmissions, and safety concerns
as well as clinician frustration and burn-out (Knaak et al., 2017). In the clinical setting at Good
Samaritan, there are increased numbers of patients with behavioral health concerns on medical
floors. Reasons for this include the inpatient psychiatric unit housed within the same building as
well as its proximity to downtown and the high incidence of homelessness in this area. The goal
in implementing this evidence-based project was to assess attitudes toward behavioral health
patients and intervene for improved quality and equity of care. Nurses and other healthcare
clinicians in this setting may not have the most recent evidence-based knowledge of how to best
approach the care of these patients. This project aimed to address this gap by providing education
to improve mental health literacy and teach skills so that nurses feel confident in their ability to
care for behavioral health patients. Nurses were specifically chosen for this project due to the
amount of time they spend with patients as front-line workers. This project aimed to address a
gap in knowledge and/or stigmatizing attitudes for improved patient care as supported by
existing literature.
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Methods
Design
This DNP project was a quasi-experimental pilot project and used a one group pretestposttest design to examine the effect of a web-based educational intervention on nurses’ attitudes
toward behavioral health patients on medical floors. The study aimed to: 1.) Assess nurses’
stigma towards behavioral health patients, 2.) Evaluate nurses’ recognition of behavioral health
disorders, 3.) Examine nurses’ attitudes, subjective norms, and perceived behavioral control and
intentions to refer behavioral health patients to the behavioral health specialist.
Setting
Agency Description
The setting for implementation of this DNP project was UK HealthCare Good Samaritan
Hospital (Good Samaritan) in Lexington, Kentucky. Good Samaritan was founded in 1888 and is
an acute-care facility with 204 licensed beds employing over 150 nurses and more than 600
ancillary staff. UK HealthCare, a large academic medical center, acquired the hospital in 2007.
This hospital has a diverse patient population, including an intensive care unit, telemetry units,
acute care units, an emergency department, an operating room, and an inpatient psychiatric unit.
Good Samaritan has a high rate of behavioral health patients on medical floors likely due to the
inpatient psychiatric unit housed within the same building, as well as its proximity to downtown
and the high incidence of homelessness in this area. (UK HealthCare, n.d.)
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Project Congruence to Agency’s Vision
The nursing vision at UK HealthCare is “leading the way for every patient, every time”.
The values of diversity, innovation, respect, compassion, and teamwork guide actions, behaviors,
and decision-making for nursing staff and create a culture focused on patient-centered care to
promote the vision of commitment to patient care, education, and research moving into the
future. To support UK HealthCare’s mission, this project assessed barriers to providing patientcentered care to patients with behavioral health conditions and educated nurses on how to better
provide care to individuals with behavioral health concerns for improved patient outcomes and
experience. (UK HealthCare, n.d.)
Description of Stakeholders
For this DNP project, there were several stakeholders involved. The DNP project
committee consisted of Dr. Evelyn Parrish, chair, Dr. Chizimuzo Okoli, committee member, Dr.
Brandy Mathews, clinical mentor, and Dr. Amanda Thaxton Wiggins, statistician. At Good
Samaritan, the managers of the nursing units disseminated the web-based educational
intervention and pre/post-test surveys through emails. The intervention targeted nursing staff at
Good Samaritan hospital. Patients and their families were also stakeholders impacted by the
project.
Facilitators & Barriers
Facilitators of completing this project included ‘buy-in’ from administrators and
managers at UK HealthCare and readiness of nursing staff to complete the intervention. Barriers
to implementing the study included availability of nurses to participate due to work obligations
and the timing of the intervention interfering with staff schedules. Another possible barrier was
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the global coronavirus pandemic affecting the ability for respondents to complete the survey in
addition to other responsibilities.
Sample
The target population for this project was the approximately 150 nurses on medical floors
at Good Samaritan Hospital. There are seven acute inpatient medical units at Good Samaritan: 3
Main, 4 Main, 4 West Tele, 4 ICU, 5 Main, 6 Main, and 7 Main. A convenience sample
consisted of nurses who agreed to participate in the web-based intervention from these units. It
was anticipated that at least 30 nurses (4-5 from each unit) would participate. Inclusion criteria
were: 1.) Registered nurses or licensed practical nurses and 2.) At least 3 months employed at the
hospital. Exclusion criteria were: 1.) non-nurses, 2.) behavioral health nurses, and 3.) nursing
students.
Procedure
IRB Approval
This project was approved by the UK HealthCare Nursing Research Council on July 14,
2021 and the UK Institutional Review Board on September 27, 2021 to assure protection of
human subjects. The project involved “minimal risk not greater than one encounters in daily life”
(UK Office of Research Integrity) to subjects. To facilitate approval, a letter of support for the
study was obtained from Dr. Brandy Mathews, Chief Nurse Executive for Good Samaritan at the
time of the study, which demonstrated support for the project.
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Description of Intervention
The PI developed web-based educational intervention for this project was based on an
integrative review of the literature which indicated that web-based educational interventions can
significantly reduce negative attitudes and improve knowledge and attitudes toward behavioral
health patients among nurses (Mehta et al., 2015; Stubbs et al., 2014). The intervention consisted
of three components: 1.) a 5-minute pretest electronic survey which included: demographics, the
MICA-4, a true/false knowledge questionnaire, a questionnaire on intentions, attitudes, social
norms, and perceived behavioral control, and the Four A’s survey, 2.) web-based educational
intervention: an 18-minute psychoeducation video, and 3.) a 5-minute posttest electronic survey
which included: true/false knowledge questionnaire, questionnaire on intentions, attitudes, social
norms, and perceived behavioral control, and the Four A’s survey. The pretest and posttest
results were then compared to evaluate for changes in attitudes and knowledge. All measures are
described further below.
The web-based educational intervention video created by the PI for this project had three
components. It began with basic information about the background of behavioral health
problems in patient settings including statistics, symptoms, prevention, medication, treatment,
and how to manage patients with the following: suicidal ideation, depression, anxiety, bipolar
disorder, psychosis, substance use disorder, neurocognitive disorder, agitation, and aggression.
The video also reviewed stigma of mental illness among clinicians including correcting common
misconceptions and myths mentioned in the questionnaire and how to improve attitudes toward
behavioral health patients for improved quality of care and reduced burn-out. The last component
of the module was directions on how to arrange/refer a patient to the behavioral health specialist.
(Appendix C)

18

Measures and Instruments
For the pre-test portion of the project, demographic measures including age, sex,
education, ethnicity, marital status, length of time spent working at UK HealthCare, and
additional behavioral health training were obtained from all participants. Next, the Mental
Illness: Clinicians’ Attitudes Scale (MICA-4) assessed nurses’ stigma toward individuals with
mental illness before the web-based educational intervention. The MICA scale was originally
developed by Kassam et al. (2010) and later modified by Gabbidon et al. (2013) to be used with
healthcare professionals. The scale was first developed to assess the attitudes of medical students
toward people with mental illnesses and was found to be a reliable and valid measure of stigma
(Kassam et al., 2010). The MICA-4 was modified to be used with any healthcare discipline and
was also found to be reliable and valid (Gabbidon et al, 2013). It is a 16-item scale that assesses
attitudes and stigma toward individuals with mental illness. Each item requires a response on a 6point Likert scale from strongly disagree to strongly agree. A single overall score is calculated by
summing each individual item where a high overall score indicates a more negative attitude or
higher stigma, with a range of 10-96. (Gabbidon et al., 2013). The MICA-4 was only given in the
pre-test portion to measure the level of underlying stigma that nurses held. (Appendix A)
The remaining measures were used on both the pre-test and the post-test. The next tool
was an assessment of knowledge and recognition of behavioral health disorders. This PI
developed questionnaire consisted of ten true/false questions based on common misconceptions
about mental illness. The questionnaire was administered pre and post intervention over content
discussed in the web-based educational intervention. Scores were calculated with higher scores
indicating improved knowledge and recognition of behavioral health disorders. (Appendix A, B)
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The next two measures were developed as an adaptation of measures used by Okoli et al.
in the 2017 study Factors Associated with Staff Engagement in Patients’ Tobacco Treatment in a
State Psychiatric Facility. The first measure was adapted from Azjen’s Theory of Planned
Behavior (1991). The questionnaire for this DNP project examined attitudes, subjective norms,
perceived behavioral control and intentions to refer to the behavioral health specialist. For each
of these categories, there were three questions based on a Likert scale of 1 to 7 indicating a range
from 1-strongly disagree to 7- strongly agree. The higher the scores, the greater agreement with
the statement was indicated. Okoli et al. (2017) used the measure to examine intentions to
provide tobacco treatment to patients in a state psychiatric facility and found adequate internal
consistency. The final measure was developed by Okoli et al. (2017) to determine the use of brief
interventions in practice based on recommended practice guidelines for tobacco treatment (Fiore
et al., 2008). This tool was also found to have adequate internal consistency. For this project, the
measure was entitled The Four A’s in Practice: and asked how often respondents 1. Assess
patients for behavioral health conditions, 2. Assist patients with behavioral health conditions by
providing counseling, 3. Assist patients with behavioral health conditions by providing
psychiatric medications, and 4. Arrange/Refer patients with behavioral health conditions to the
behavioral health specialist. Participants answered the questions based upon a Likert Scale of 14: never, rarely, sometimes, or often, with a higher score indicating a greater likelihood to
complete the brief interventions. Okoli et al. (2017) gave permission for these measures to be
used and adapted. (Appendix A, B)
Data Collection
Data collection for this project occurred from October 4, 2021 to November 30, 2021
through an email survey link sent by nursing managers to the nurses on their floors that launched
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the web-based educational intervention. A cover letter was attached to the email and participants
were informed that clicking on the survey link acknowledged their consent (Appendix D). The
pre-test launched followed by the educational module and then the post-test. Data were collected
from the surveys via Qualtrics software.
Data Analysis
The collected data were transferred to IBM SPSS software, version 23, for analysis with
an alpha of .05 used to indicate significance. Missing data were addressed by using substitutions
based on means for continuous variables and modes for nominal variables. Data were analyzed
using descriptive statistics for demographic data, including means and standard deviations for
continuous variables and frequency distributions with percentages for categorical variables.
Pearson correlation coefficients were used to compare pre-survey MICA-4 scores and attitudes.
Changes in knowledge, intentions, attitudes, subjective norms, perceived behavioral control, and
Frequency of Four A’s scores from pre-test to post-test were evaluated using paired t-tests. All
data collected were based on anonymous survey responses without the possibility of determining
participants’ identities.
Results
Demographics
Approximately 150 nurses on medical floors at Good Samaritan Hospital were invited to
participate in this project and 30 participants enrolled by beginning the survey (N=30). Table 1
displays the descriptive analysis results from the pre-test demographics and MICA-4 scores. The
age range of study participants was 22 – 63 years with an average age of 36.4 years (SD =12.0).
There were five male respondents (16.7%), 24 female respondents (80.0%) and one non-
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binary/third gender respondent (3.3%). There were two black, non-Hispanic respondents (6.7%),
25 white, non-Hispanic respondents (83.3%), and three Asian, Pacific Islander respondents
(10.0%). Of the respondents, seven reported they were single and never married (23.3%), 16
reported they were married and living with spouse (53.3%), one reported cohabitating but not
married (3.3%), and six reported they were divorced or separated (20.0%). When asked about
their current job role, six participants indicated LPN (20.0%), six indicated RN, ADN (20.0%),
15 indicated RN, BSN (50.0%), and three indicated RN, MSN or DNP (10.0%). When asked
how many years the participants had been nursing at Good Samaritan, seven reported less than
one year (23.3%), 10 reported between one and three years (33.3%), four reported between three
and five years (13.3%), and nine reported greater than five years (30.0%). Respondents were also
asked if they had received behavioral health training beyond nursing school and the majority said
they had not (73.3%).
Findings
The MICA-4 had a range of 22-54 with the mean being 36.7 (SD =9.5), indicating a low
overall level of existing stigma among nurses (highest possible score 96). Pearson correlation
coefficients were used to compare pre-survey MICA-4 scores and attitudes. The correlation
coefficient was r = -.47, with a p-value of .035 indicating a significant negative association
between the two. In other words, as the MICA-4 score decreases, negative attitudes increase.
Even though participants indicated they had low levels of stigma, they still reported negative
attitudes toward behavioral health patients showing room for improvement in this area.
Post intervention analysis was based upon ten participants who completed the educational
intervention and post-test in its entirety and is displayed in Table 2. Analysis was conducted on
knowledge, intentions, attitudes, subjective norms, perceived behavioral control, and the
22

frequency of Four A’s in practice. Table 2 summarizes the comparison data before and after the
intervention. Knowledge scores increased from an average of 7.5 (SD= 1.4) pre-intervention to
7.7 (SD= 2.1) post-intervention with a p-value of .64. This indicated a slight in improvement in
knowledge and recognition of behavioral health disorders. Intentions decreased from a mean of
16.8 (SD= 3.3) to 16.6 (SD= 5.5) with a p-value of .72. Attitudes was the only statistically
significant change, increasing from a mean of 14.4 (SD= 3.0) pre-intervention to 17.2 (SD= 2.9)
post-intervention with a p-value of .01. This indicated an improvement in attitudes among nurses
toward behavioral health patients after the intervention. Subjective norms remained the same
with a mean of 18.8 (SD= 1.8) pre and 18.8 (SD=2.7) post, and a p-value of .51 indicating no
change in normative beliefs or perceived social pressure to care for these patients. Perceived
behavioral control increased from a mean of 15.3 (SD= 3.1) to 17.0 (SD= 3.1) and a p-value of
.74 indicating improvement in perception of ease of caring for patients. Finally, frequency of
Four A’s increased from a mean of 12.6 (SD= 3.2) to a mean of 13.3 (SD= 3.2) and a p-value of
.56 indicating increased likelihood of assisting, assessing, and arranging or referring patients to
the behavioral health specialist.
The participants had an opportunity to provide feedback at the end of the survey and one
participant noted, “I hope that we can get the BHS role back after staffing issues resolve…I think
we have a larger population of patients with BH diagnosis at UK. Seems like 90% of our
patients.” This comment was in reference to the behavioral health specialists being pulled to staff
the inpatient psychiatric unit in the hospital due to the global coronavirus pandemic and related
staffing issues. This resulted in the behavioral health specialists being unavailable to assist on the
medical floors for several months. Of the respondents, 9 out of 10 indicated they would refer
their patients to the behavioral health specialists in the future.
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Discussion
The purpose of this project was to determine the effect of an educational intervention on
nurses’ knowledge, attitudes, subjective norms, perceived behavioral control, and intentions to
refer to behavioral health specialists post educational intervention. The results of the pre-test
suggest that overall stigma toward behavioral health patients was low, possibly due to nurses’
previous behavioral health training while in nursing school. Some nurses also reported having
additional training beyond nursing school (13.3%). Though stigma levels were low, negative
attitudes were high in pre-survey data indicating room for improvement. Previous research
indicates high levels of stigma in healthcare (Knaak et al., 2017) and more specifically within the
nursing profession (Ross & Goldner, 2009).
Though four out of the six categories compared from pre-test to post-test showed some
improvement, the only statistically significant change between pre and post intervention surveys
was in the improvement of attitudes among nurses toward behavioral health patients. Knowledge
of behavioral health disorders improved minimally, likely because participants scored high to
begin with on the pre-test. Perceived behavioral control and the Four A’s in practice also
improved which could be clinically relevant for patients even if it was not statistically
significant. The intervention demonstrated improvement in attitudes which could advance patient
care that is provided to behavioral health patients in the future. These findings support past
research showing that educational interventions improved attitudes toward behavioral health
patients and current evidence-based practice to target negative attitudes includes improving
mental health literacy through in person or web-based trainings (Carrara et al., 2020; Fernandes
Querido et al., 2020; Mehta et al., 2015; Moll et al., 2018; & Stubbs, 2014).
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Findings as Related to Existing Literature
Reviewing previous evidence for similar interventions, Fernandes Querido et al. (2020)
implemented a psychoeducational program oriented toward stigma in nursing students and found
an improvement of stigmatizing attitudes and reduction in anxiety toward individuals with
mental illness. Moll et al. (2018) implemented a workplace education program for healthcare
employees that consisted of in-person and online sessions to improve mental health literacy that
improved attitudes toward individuals seeking mental health treatment and decreased stigmatized
beliefs. A systematic review by Mehta et al. (2015) which examined evidence for effective
interventions to reduce mental health-related stigmatizing attitudes and discrimination found 80
studies employing various techniques including motivational interviewing, mental health
education, direct contact, web-based courses, videos, therapy techniques, and even a play by
actors with mental illness. Most of the studies found those containing social contact, either direct
or indirect, were not more effective than those without, and improved knowledge and reduced
stigmatizing attitudes. An integrative review by Carrara et al. (2021) examined 16 studies on
interventions to reduce stigmatizing attitudes among healthcare providers towards people with
mental illness. The studies included indirect and direct contact interventions, training, and
internet-based education. Though the authors found that studies involving direct social contact
between health care providers and individuals with mental illness were more effective in the
long-term, the web-based and contact-less interventions were still effective at improving
knowledge and improving provider skills and attitudes. A literature review by Stubbs (2014) on
reducing mental illness stigma in health care students and professionals assessed 18 studies that
used direct contact intervention, educational intervention, or both. All the studies showed
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improved education and/or reduction in negative attitudes, though the ability to sustain these
changes over time varied.
Project Impact & Plans for Sustainability
This project had a positive impact on the site given that attitudes improved significantly
post-intervention. Most of the participants indicated they would be referring their patients to the
behavioral health specialists in the future. This finding suggests a need and desire for this service
to be available to staff and patients. The sustainability of the project could be maintained by
incorporating similar web-based education into future staff web-based trainings and orientation
of new staff to enhance attitudes toward patients with behavioral health concerns and educate on
how to refer patients to behavioral health specialists.
Implications for Practice and Future Research
Evidence shows that negative attitudes toward behavioral health patients among
clinicians results in increased morbidity and mortality for patients (Ross & Goldner, 2009).
While the results of this DNP project indicated low stigma toward behavioral health patients
overall, evidence shows that stigmatizing attitudes toward behavioral health patients are
prevalent in healthcare and result in safety concerns and poorer care which can negatively affect
diagnosis and treatment of both psychiatric and physical conditions (Knaak et al., 2017). The
results of this project may be used to support future interventions and research to address
standards of care provided to patients with a psychiatric diagnosis on a medical floor.
Due to the increasing prevalence of psychiatric disorders comorbid with medical
problems, integration of mental and physical care is essential. It will be a necessity for clinicians
to feel comfortable with this patient population moving into the future. Increased patients in
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general hospital areas with behavioral health diagnoses are associated with increased length of
stay, healthcare costs, and hospital readmissions (Jansen et al., 2018). By providing continuing
education to clinicians on psychiatric disorders and resources available to staff and patients,
healthcare organizations can improve patient care, while reducing morbidity and mortality, staff
burnout, and healthcare costs. Future research is recommended to examine the benefits of
additional behavioral health education, training, and services for healthcare staff managing
behavioral health patients on medical floors.
Limitations
The main limitation of this DNP project was the sample size. Thirty participants
completed the pre-test, only ten participants completed both the pre and post-test sections of the
survey. This could have been the result of nurses beginning the survey while at work but not
having time to finish it due to work obligations. Another limitation includes implementation of
the project during the global coronavirus pandemic, which could have affected the ability or
desire for participants to complete the survey on top of other responsibilities. The project may
also have been limited by only surveying nurses and not additional healthcare staff, which could
have contributed to a more comprehensive picture of stigma toward behavioral health patients.
Conclusion
The purpose of this DNP project was to implement an evidence-based educational
intervention to enhance positive attitudes, knowledge, and behavior among nurses toward
behavioral health patients on medical floors. Results indicated that stigma was relatively low and
knowledge was high before and after the intervention, but there was a statistically significant
response to improved attitudes toward caring for behavioral health patients after the web-based
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intervention. These results suggest that the intervention is beneficial for staff and their patients.
After engaging in the intervention, most of the participants reported that they intend to refer their
patients to the behavioral health specialists in the future. These findings indicate utility in
additional behavioral health services to staff and patients on medical floors to better navigate
hospitalization. Periodic additional behavioral health training to nursing staff could prove
beneficial to ensure new and existing staff are knowledgeable about the needs and resources
available for behavioral health patients. Further research is warranted to examine the benefits of
additional behavioral health education for staff and services for behavioral health patients on
medical floors to improve attitudes and reduce stigma.
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Figure 1
The Theory of Planned Behavior
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Table 1: Descriptive Summary of Study Variables (N=30)
Variables

Categories

Mean (SD) or n (%)

Age

Range 22-63

Gender

Male
Female
Non-binary/ third gender

5 (16.7)
24 (80.0)
1 (3.3)

Ethnicity

Black, non-Hispanic
White, non-Hispanic
Asian, Pacific Islander

2 (6.7)
25 (83.3)
3 (10.0)

Marital Status

Single, never married
Married, living with spouse
Cohabitating, but not married
Divorced/separated

7 (23.3)
16 (53.3)
1 (3.3)
6 (20.0)

Job role

LPN
RN, ADN
RN, BSN
RN, MSN, or DNP

6 (20.0)
6 (20.0)
15 (50.0)
3 (10.0)

Years nursing at Good Samaritan

Less than one year
Between 1 and 3 years
Between 3 and 5 years
Greater than 5 years

7 (23.3)
10 (33.3)
4 (13.3)
9 (30.0)

36.4 (12.0)

Behavioral health training beyond Yes
nursing school
No

4 (13.3)
22 (73.3)

MICA-4 Score

36.7 (9.5)

Range 22-54
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Table 2: Comparison of Pre and Post-education by Paired T-test
Potential
Range

Pre-education
mean (SD)

Posteducation
mean (SD)

N=

p=

Knowledge

0-10

7.5 (1.4)

7.7 (2.1)

14

.64

Intentions

3-21

16.8 (3.3)

16.6 (5.5)

10

.72

Attitudes

3-21

14.4 (3.0)

17.2 (2.9)

10

.01

Subjective
Norms
Perceived
Behavioral
Control

3-21

18.8 (1.8)

18.8 (2.7)

10

.51

3-21

15.3 (3.1)

17.0 (3.1)

10

.74

Frequency of
4A’s

4-16

12.6 (3.2)

13.3 (3.2)

10

.56
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Appendix A: Pre-test of Clinician Survey and Questionnaire
Section A: Demographics
A1. What year were you born? ____________
A2. What is your gender?
o Female
o Male
o Transgender
A3. What is your ethnicity/race?
o White, non Hispanic
o Black, non Hispanic
o Hispanic
o Asian, Pacific Islander
o Other _______________
A4. What is your job role?
o LPN
o RN, ADN
o RN, BSN
o RN, MSN or DNP
o APRN, MSN or DNP
A5. What is your marital status?
o Married, living with spouse
o Cohabitating with significant other but not married
o Divorced/separated
o Single, never married
o Widowed
A6. Have you ever had behavioral health training beyond nursing school?
o Yes
o No
o If yes, what type of training ____________________
A7. For how many months/years have you worked at Good Samaritan hospital?
o Less than one year
o Between 1 and 3 years
o Between 3 and 5 years
o Greater than 5 years
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Section B: Mental Illness Clinicians’ Attitudes Scale (MICA-4)
Instructions: for each of questions 1-16, please respond by ticking one box only. Mental illness here refers
to conditions for which an individual would be seen by a psychiatrist which includes behavior health
conditions.
Strongly
Agree
1. I just learn about mental health when I have to, and
would not bother reading additional material on it.
2. People with a severe mental illness can never recover
enough to have a good quality of life.
3. Working in the mental health field is just as
respectable as other fields of health and social care.
4. If I had a mental illness, I would never admit this to
my friends because I would fear being treated differently.
5. People with a severe mental illness are dangerous more
often than not.
6. Health/social care staff know more about the lives of
people treated for a mental illness than do family
members or friends.
7. If I had a mental illness, I would never admit this to
my colleagues for fear of being treated differently.
8. Being a health/social care professional in the area of
mental health is not like being a real health/social care
professional
9. If a senior colleague instructed me to treat people with
a mental illness in a disrespectful manner, I would not
follow their instructions.
10. I feel as comfortable talking to a person with a mental
illness as I do talking to a person with a physical illness.
11. It is important that any health/social care professional
supporting a person with a mental illness also ensures
that their physical health is assessed.
12. The public does not need to be protected from people
with severe mental illness.
13. If a person with a mental illness complained of
physical symptoms (such as chest pain) I would attribute
it to their mental illness.
14. General practitioners should not be expected to
complete a thorough assessment for people with
psychiatric symptoms because they can be referred to a
psychiatrist.
15. I would use the terms ‘crazy’ to describe to my
colleagues people with a mental illness who I have seen
in my work.
16. If a colleague told me they had a mental illness, I
would still want to work with them.
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Agree

Somewhat
Agree

Somewhat
Disagree

Disagree

Strongly
Disagree

Section C: Knowledge and recognition of behavioral health
Select true or false for the following questions:
1. One in five adults lives with a mental illness. True
2. Suicide is the second leading cause of death for people ages 10-34. True
3. Most violent crimes are caused by people with mental illness. False (only 3-5%)
4. Depression is the most common mental health disorder in the U.S. False (Anxiety)
5. Most mental illness cannot be cured and individuals do not recover. False
6. Approximately 20 million people have a substance use disorder in the U.S. True
7. Poor mental health increases the risk for chronic physical health conditions. True.
8. 50% of Americans will be diagnosed with a mental illness at some point in their lifetime. True.
9. Mental illnesses are the third most common cause for hospitalization. True
10. Approximately 25-50% of all hospitalized patients have substance use disorders. True

Section D: Intentions, Attitudes, Social Norms, and Percieved Behavioral Control
We would like to know some of your thoughts about providing care to pareints with behaviora health
conditions/concerns. Behavioral health conditions include patients who have a mental illness and/or an
addictive disorder (such as a substance use disorder). Indicate to what extent you agree or disagree with
the following questions on a sclae of 1 to 7 with 1 being ‘strongly disagree’ and 7 being ‘strongly agree’.

Intentions:
1. I expect to refer my patients with behavioral health conditions to the behavioral health specialist in the
next 3 months.
2. I want to refer my patients with behavioral health conditions to the behavioral health specialist in the
next 3 months.
3. I intend to refer my patients with behavioral health conditions to the behavioral health specialist in the
next 3 months.

Attitudes:
1. Caring for patients with behavioral health conditions is beneficial?
2. Caring for patients with behavioral health conditions is good?
3. Caring for patients with behavioral health conditions is pleasant?
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Subjective Norms:
1. It is expected of me at work that I provide care for patients with behavioral health conditions.
2. It is part of my responsibility as a nurse to provide care for patients with behavioral health conditions.
3. Most of my peers think it is important to provide care for patients with behavioral health conditions.

Perceived Behavioral Control:
1. I am confident in my ability to care for patients with behavioral health conditions
2. It is easy for me to provide care for patients with behavioral health conditions.
3. I can provide proper care for patients with behavioral health conditions

Section E: Four A’s in Practice/Role:
Please indicate how often you do the following activities based on the scale:
1= never

2= rarely

3= sometimes

4= often

In your practice/role how often do you:
1. Assess patients for behavioral health conditions?
2. Assist patients with behavioral health conditions by providing counseling?
3. Assist patients with behavioral health conditions by providing psychiatric medications?
4. Arrange/Refer patients with behavioral health conditions to the behavioral health specialist?
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Appendix B: Post-Test of Clinician Survey and Questionnaire
Section F: Knowledge and recognition of behavioral health
Now that you have completed this Web-Based Training, please select true or false for the following
questions.

1. One in five adults lives with a mental illness. True
2. Suicide is the second leading cause of death for people ages 10-34. True
3. Most violent crimes are caused by people with mental illness. False (only 3-5%)
4. Depression is the most common mental health disorder in the U.S. False (Anxiety)
5. Most mental illness cannot be cured and individuals do not recover. False
6. Approximately 20 million people have a substance use disorder in the U.S. True
7. Poor mental health increases the risk for chronic physical health conditions. True.
8. 50% of Americans will be diagnosed with a mental illness at some point in their lifetime. True.
9. Mental illnesses are the third most common cause for hospitalization. True
10. Approximately 25-50% of all hospitalized patients have substance use disorders. True

Section G: Intentions, Attitudes, Social Norms, and Perceived Behavioral Control
Now that you have completed the Web-Based Training, please respond to the following questions on a
scale of 1 being strongly disagree and 7 being strongly agree, please respond to the following questions:

Intentions:
1. I expect to refer my patients with behavioral health concerns to the behavioral health specialist in the
next 3 months.
2. I want to refer my patients with behavioral health conditions to the behavioral health specialist in the
next 3 months.
3. I intend to refer my patients with behavioral health conditions to the behavioral health specialist in the
next 3 months.

Attitudes:
1. Caring for patients with behavioral health conditions is beneficial?
2. Caring for patients with behavioral health conditions is good?
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3. Caring for patients with behavioral health conditions is pleasant?

Subjective Norms:
1. It is expected of me at work to provide care for patients with behavioral health conditions.
2. It is part of my responsibility as a nurse to provide care for patients with behavioral health conditions.
3. Most of my peers think it is important to provide care for patients with behavioral health conditions.

Perceived Behavioral Control:
1. I am confident in my ability to care for patients with behavioral health conditions
2. It is easy for me to provide care for patients with behavioral health conditions.
3. I can provide proper care for patients with behavioral health conditions

Section H: 4 A’s in practice/role
Now that you have completed the Web-Based Training, please indicate how often you expect to perform
the following activities based on the scale:
1= never

2= rarely

3= sometimes

4= often

In your practice/role how often do you expect to:
1. Assess patients for behavioral health conditions?
2. Assist patients with behavioral health conditions by providing counseling?
3. Assist patients with behavioral health conditions by providing psychiatric medications?
4. Arrange/Refer patients with behavioral health conditions to the behavioral health specialist?

Do you have any additional comments? _______________________________________
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Appendix C: Description of Web-based Educational Intervention
Topic

Details

Background of behavioral
health problems in patient
settings

Statistics, symptoms, prevention, basic medication and
treatment, and how to best manage the following:
o
o
o
o
o
o
o
o

Stigma of mental illness
among clinicians

Suicidal patient
Depressed patient
Anxious patient
Manic patient
Psychotic patient
Patient with substance use disorder
Patient with neurocognitive disorder
Aggressive/violent patient

o Correct common misconceptions and myths
mentioned in questionnaire
o How to improve attitudes toward behavioral health
patients for improved quality of care and reduced
burn-out

Directions on how to access/
refer to behavioral health
specialist

o Message/email
o Availability
o Reasons to refer to BHS
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Appendix D: Email Cover Letter
Dear Research Participant:
Researchers at the University of Kentucky are inviting you to take part in a research study that includes a survey/
questionnaire and web-based educational module about stigma toward behavioral health patients. Mental illnessrelated stigma within healthcare creates barriers to access and poorer quality of care for patients which results in
overall poorer mental and physical care provided. By addressing stigma among healthcare providers, these barriers
can be removed for improved outcomes for these patients. We are inviting you to take this survey because you are
a RN/LPN at Good Samaritan Hospital. You must have worked here for at least 3 months.
Although you may not get personal benefit from taking part in this research study, your responses may help us
understand more about caring for behavioral health patients. Some volunteers experience satisfaction from
knowing they have contributed to research that may possibly benefit others in the future. If you do not want to be
in the study, there are no other choices except not to take part in the study.
Your response to the survey is anonymous which means no names, IP addresses, email addresses, or any other
identifiable information will be collected with the survey responses. We will not know which responses are yours
if you choose to participate.
We hope to receive completed questionnaires from about 30 people, so your answers are important to us. Of
course, you have a choice about whether or not to complete the survey, but if you do participate, you are free to
skip any questions or discontinue at any time. You will not be penalized in any way for skipping or discontinuing
the survey.
Please be aware, while we make every effort to safeguard your data once received from the online survey
company (Qualtrics), given the nature of online surveys, as with anything involving the Internet, we can never
guarantee the confidentiality of the data while still on the survey company’s servers, or while en route to either
them or us. It is also possible the raw data collected for research purposes will be used for marketing or reporting
purposes by the survey/data gathering company after the research is concluded, depending on the company’s
Terms of Service and Privacy policies.
There are no known risks to participating in this study.
The survey/questionnaire, educational module, and post-survey will take about 30 minutes to complete.
If you have questions about the study, please feel free to ask; my contact information is given below.
Thank you in advance for your assistance with this important project. By clicking on the link below, your consent to
participate in the study is implied. To ensure your responses/opinions will be included, please submit your
completed survey by November 30, 2021.
Sincerely,
Caroline Bowman, BSN, RN-BC
University of Kentucky College of Nursing
carolinebowman@uky.edu
The faculty advisor for the project is:
Evelyn Parrish, PhD, PMHNP-BC, FAANP, email: evelyn.parrish@uky.edu.
If you have complaints, suggestions, or questions about your rights as a research volunteer, contact the staff in the
University of Kentucky Office of Research Integrity at 859-257-9428 or toll-free at 1-866-400-9428.
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